Background Report cards are a prominent strategy to increase the ability of citizens to express their view, improve public accountability, and foster community participation in the provision of health services in low-income and middle-income countries. In India, social accountability interventions that incorporate report cards and community meetings have been implemented at scale, attracting considerable policy attention, but there is little evidence on their effectiveness in improving health. We aimed to evaluate the effect of report cards, which contain information on village-level indicators of maternal and neonatal health care, and participatory meetings targeted at health providers and community members (including local leaders) on the coverage of maternal and neonatal health care in Uttar Pradesh, India.
Introduction
India is the second largest contributor to the global burden of maternal deaths, accounting for 15% of all maternal deaths. 1 In Uttar Pradesh, India's most populous state, maternal mortality remains high, at 201 deaths per 100 000 livebirths, and there are persistent gaps in the coverage of priority interventions for maternal and neonatal health. 2, 3 There are known problems in the performance of the public sector in this region, 4 as reflected by a high prevalence of absenteeism of front-line health workers 5 and poor quality of care. 6, 7 In the past decade, policy makers have embraced the idea of social accountability to address the problem of poor service delivery. Many social accountability interventions include the provision of information on local services, typically in the form of report cards, and the facilitation of community meetings that bring together local leaders, health-care providers, and citizens to identify problems and develop plans of action. [8] [9] [10] [11] It is argued that such interventions can give citizens a voice, empowering them to hold service providers and political institutions to account. 11 This approach has particular appeal in health because patients are often poorly informed about their entitlements and the quality of services available to them. 12 In India, citizen report cards have been implemented at scale across much of the country, attracting considerable policy attention both domestically and internationally. 11, 13 However, they are not specific to health services, nor have they been rigorously evaluated. The Community Action for Health programme, a key component of the Indian Government's National Health Mission, is more relevant to our study. This programme places considerable emphasis on social accountability by use of village and facility report cards, strengthening village health, sanitation, and nutrition committees, and organising meetings by these committees in 25 states. 14 In Uttar Pradesh, a World Bank-funded health systems strengthening project has also been supporting largescale implementation of a social accountability report card intervention. 15 Despite the enthusiasm for social accountability programmes, there is little evidence of their effectiveness in low-income and middle-income countries. A review 16 on provider-specific report cards detailed the experiences of several countries in designing and implementing various forms of performance reporting systems, but none of the interventions were rigorously evaluated. A 2012 review 10 on community accountability identified one study 17 on report cards, a highly cited randomised controlled trial in the primary health sector of Uganda that found a reduction in under-five mortality with this intervention. This finding, however, has not been replicated in a larger trial of a similar intervention in the same country. 18 Our study examines the effect of report cards on the coverage of maternal and neonatal health care in Uttar Pradesh, India. We aimed to understand the effectiveness of this approach and the potential mechanisms by which these report cards might work by use of a factorial, cluster-randomised controlled trial, to test two variants of the intervention: report cards that targeted health providers and report cards that targeted community members. The community approach closely mirrored the government approach described in its Community Action for Health programme.
Research in context
Evidence before this study The effects of public reporting of the performance of health-care providers in high-income countries is summarised in several reviews. These reviews provide mixed evidence on whether provider report cards affect quality of care and health outcomes, and they offer no clear indication as to the types of health practitioners or the format of public reporting that are most likely to be effective. In low-income and middle-income countries, there is little evidence on the effectiveness of provider and community report cards in improving health. A review on provider report cards detailed the experiences of several countries in designing and implementing various forms of performance reporting systems, but none of the interventions were rigorously evaluated. We searched PubMed and Google Scholar for related studies that were published between Jan 1, 1990, and July 19, 2018, by use of the search terms "report cards", "community-based monitoring", and "provider scorecards", and searches were restricted to reports published in English. We found no published trials that assessed the efficacy of report cards on improving health in developing countries, except for one study on report cards in Uganda that reported a reduction in under-5 mortality after report card use, which was also discussed in a systematic review on community accountability.
Added value of this study
To our knowledge, ours is one of few rigorous studies examining the effect of report cards on health in a low-income and middle-income country setting. The factorial design was motivated by a theory of change on how report cards might work-by leveraging providers' prosocial motivation or by increasing public accountability and community participationto improve coverage by maternal health services. Our findings suggest that both mechanisms failed to increase service coverage, which has broader implications for related policies in India and other countries.
Implications of all the available evidence
Report cards are a popular method to communicate information; however, they can take many different forms and it is important to understand whether the format and type of information provided affects the success of interventions. The process through which report cards are introduced, presented, and discussed, and who they are targeted towards are likely to affect the level of participation and engagement. Report cards are at the heart of public programmes that are being scaled up across India and our findings raise questions of the effectiveness of these large-scale strategies. Policy makers should carefully consider what our results mean for further roll-out of this approach in the country. www.thelancet.com/lancetgh Vol 7 August 2019 e1099
Methods

Study design
In this repeated cross-sectional, 2 × 2 factorial clusterrandomised controlled trial, we evaluated the effect of maternal health report cards on the coverage of maternal and neonatal health services. We tested two variants of the intervention: one targeting health providers and another targeting community members (including local leaders; panel). These groups were referred to as the recipients of the intervention. We defined a cluster as a village (rural) or a ward (urban) based on the Census of India 2011. Our study was nested within a larger study on social franchising, which meant that we worked in the same clusters as the broader research project. Details on the sampling strategy for cluster selection are published elsewhere. 19 Census of India 2011 data indicate that the clusters in our study were similar in sociodemographic characteristics to the districts and the state in which they are located (appendix p 18). Uttar Pradesh is India's most populous state, comprising more than 200 million people living in 18 divisions and 75 districts. Maternal and infant mortality remain high in this state: estimates of the maternal mortality rate in 2014-16 found 201 deaths per 100 000 livebirths, and infant mortality was estimated to be 64 deaths per 1000 livebirths. 2, 3 The study was done in six districts of Uttar Pradesh: Kannauj, Kanpur Nagar, Kanpur Dehat, Auraiya, Etawah, and Fatehpur. These districts vary only slightly in their demographic and health indicators, except for one outlier: Kanpur Nagar is predominantly urban, with higher literacy and lower mortality than the state average. 2 The other districts are more typical of the state: they are largely rural, and they have poor literacy and high rates of maternal and child mortality. The health system in the study districts is pluralistic, comprising a wide range of public and private providers. The private market for maternal health care in the study area largely consists of numerous small, individually owned hospitals and clinics.
Mothers who were interviewed for the purposes of data collection (ie, survey respondents) were asked to provide written informed consent. They were able to decline interviewing at any time. Some of the interviews involved women whose baby had recently died, and researchers were trained to deal with such cases sensitively. Written consent to conduct the study was obtained from the Pradhan of the Gram Panchayat or, if unavailable, an alternative community representative in each cluster. The study received ethical approval from the Indian Council of Medical Research (HMSC/2014/10/HSR), the Public Healthcare Society in India (10/Nov/2013), and the London School of Hygiene & Tropical Medicine (London, UK; 8610). This trial is registered with ISRCTN, number ISRCTN11070792.
Randomisation and masking
We randomly assigned clusters, stratified by baseline coverage of antenatal care (three equally sized groups representing tertiles of coverage: lowest, middle, and highest) and receipt of the social franchising intervention (two groups: receiving vs not receiving the intervention), to four groups (1:1:1:1). These groups were the provider group, in which we shared report cards and held participatory meetings with providers of maternal and neonatal health services; the community group, in which we shared report cards and held participatory meetings with community members (including local leaders); the providers and community group, in which report cards were targeted at both health providers and the community; and the control group, in which report cards were not shared with anyone. Clusters were randomly assigned to groups by TP-J with a computer random number generator and an algorithm in Stata (version 13) that ensured the proportion of clusters allocated to each of the four arms was the same within each stratum.
It was not possible to mask recipients of the intervention or beneficiaries to their group allocation. Fieldworkers who collected data were masked to the group allocations of the clusters, and they operated independently of the team who were involved in the delivery of the report card intervention. To address potential bias from respondents knowing their allocated group, the household survey was designed to validate responses with patient documentation (antenatal cards and birth certificates) when these were available.
Cross-sectional household survey
The intended beneficiaries of the maternal health report cards were women of childbearing age and their infants, who lived in the intervention villages. These women could also actively participate in the community intervention group meetings.
We administered a household survey of eligible women (referred to as survey respondents, and who represented a sample of the intended beneficiaries) at three points in time. Data collected in the first and second round of the household survey were used to generate report cards as part of the intervention (panel). For the purposes of the evaluation, the first survey provided baseline data, whereas the subsequent two follow-up surveys were conducted after the intervention was initiated and were used to measure the effects of the report cards.
All women who had given birth in the previous 24 months were eligible to be surveyed at baseline. Women who had given birth in the previous 18 months were eligible respondents for the first follow-up survey round, and women who had given birth in the previous year were eligible respondents for the second follow-up survey round. At all rounds of data collection, women whose child was stillborn or had died since birth were eligible for inclusion. Women who were eligible for study inclusion were identified through a census of households in the study clusters, which was conducted 1 month before the beginning of each round of the household survey.
See Online for appendix
Panel: Maternal health report cards
Overview
Our intervention involved providing village-level information on the coverage of maternal and neonatal health services to health providers only, communities only, or both, by use of report cards and participatory meetings. In the health provider group, we targeted health providers that offered maternal and neonatal health services. In the community group, we targeted community leaders and beneficiaries. The report cards targeted at providers were hypothesised to work by leveraging providers' pro-social motivation to both stimulate demand for their services and to improve the quality of care they provided. If providers are pro-socially motivated, feedback could be delivered to them privately, with no need for public accountability to change their behaviour. The theory of change behind the community intervention was that the report cards would make community leaders more accountable to their citizens, thereby encouraging them to devise and implement strategies to improve the provision of and demand for maternal health services in the local area. Community participatory meetings thus sought to include local politicians and other community leaders, allowing women in the community to voice their concerns in the presence of those with the influence, authority, and resources to affect change. The community intervention group closely mirrored the Indian Government's approach laid out in its Community Action for Health programme (appendix pp 2-3). Our intervention was implemented by Sambodhi Research and Communication, an Indian research organisation with experience in designing, supporting, and implementing participatory approaches to improve community health. The intervention was developed as part of our study over a 4-month period, including intense piloting in two villages in the study districts.
Feedback cycle
We anticipated that providers and community stakeholders would change their behaviour in response to the information contained within the report cards and that, ultimately, coverage of maternal and neonatal health services would improve. We envisioned the report card intervention as a cycle, in which maternal and neonatal health services were provided to the community, performance was monitored through household surveys, a performance report card was fed back to the community or providers (or both) through participatory meetings, providers and community members would plan actions to improve performance, and the behaviour of providers and community stakeholders would then be altered by the information received, after which the cycle would return to the start. There were two feedback sessions during the study period; the first round was implemented in October, 2015 and the second in September, 2016.
Content of report cards
We designed a report card (appendix pp 4-5) to incorporate indicators of service coverage measured at the cluster (ie, urban ward or rural village) level. Data collected in the baseline and the first follow-up of the household survey were used to produce two report cards that were delivered to recipients in two waves of feedback. The purpose of the report cards was to communicate information about maternal and newborn health indicators in villages in a way that was simple to comprehend for those with low literacy. The report card covered five indicators: four or more visits to antenatal care, antenatal counselling, facility births, immediate breastfeeding, and neonatal clean cord care. Indicators were colour-coded and were assigned an icon representing the specific health service that each of them measured. The coverage of each indicator was communicated on a scale from 0 to 10 (0-100% coverage). Report cards in the first wave of feedback were based on data collected in the baseline household survey, and they showed the coverage level in the cluster and the coverage of the best performing cluster in the same district. Those in the second wave of feedback were compiled with data from the first follow-up survey, such that communities and providers could be informed of changes over time that might be indicative of actions they undertook in the intervening period.
Targeting health providers
In this group, report cards were shared and participatory meetings were held with health providers, but this information was not shared with the wider community. The report card was shared and discussed with health providers that offered maternal health services. Eligible health providers included Accredited Social Health Activists (ASHAs); private and public providers; private Ayurveda, Yoga, Unani, Siddha, and Homoeopathy; and private doctors and private rural health practitioners who had been providing antenatal care services for at least 3 months before the intervention. ASHAs were included because they generate demand for services; they are an important link between providers and the community, even if they do not offer antenatal care themselves. Potential participants were identified through a health provider census and they were then screened for eligibility. All eligible providers were asked to participate, including a maximum of three private rural health practitioners. The information was communicated to providers individually by non-medical facilitators. An average of 3·6 meetings with the health providers were held in each cluster and, overall, 45% of participants were private providers, 10% were public providers, and 45% were ASHAs. The structure of meetings were that: first, the implementation team would provide an introduction to the project and present the report card; then there would be an interactive presentation to illustrate the five key indicators and coverage levels; and, finally, the provider would be engaged in a discussion of potential strategies to improve service coverage in their community in the following year. Report cards were left with the provider.
Targeting the community
In this group, report cards were shared and participatory meetings were held with specific members of the community.
(Continues on next page) Every member of the household was listed and, for women aged 15-49 years, a series of questions asked whether they had given birth to a baby that was born alive, stillborn, or miscarried before birth (but women were ineligible for interview if they miscarried). With this sampling frame, up to 30 eligible women in each cluster were selected for interview by the data manager in the Delhi office by use of a computer random number generator.
Each team of fieldworkers was managed by a supervisor. Data were collected electronically by the fieldworkers, who used automated checks to reduce erroneous entries. Every day, data were backed up and sent to the central office in Delhi, where they were further checked for consistency. Women who were selected for interview but could not be located while the survey team was in the cluster were revisited at the end of the survey round.
Community and health provider meetings
Implementation data on who was present at meetings to present the report cards, their level of engagement, and the strategies discussed were systematically recorded and entered into a database.
Outcomes
Outcomes were prespecified to include indicators of health-care use, quality of care, and healthy behaviours. The primary outcome, which was assessed in all rounds of the survey, was the proportion of women who had at least four antenatal care visits (ie, attended a clinic or were visited by a health-care worker) during their last pregnancy, as recommended by the Indian Government 20 and reflected in the trial registration. The original study protocol, which was written before trial registration, stated that the primary outcome was three antenatal care visits, but this outcome was modified to four visits in the amended study protocol because the state government changed the recommended number of antenatal care visits during the study.
The secondary outcomes were the proportion of women who received counselling on three danger signs (vaginal bleeding, convulsions, and prolonged labour) during their pregnancy; who were fully immunised against tetanus; who were visited by a community health worker (referred to as an Accredited Social Health Activist [ASHA]) during pregnancy; and gave birth in a health-care facility; and the pro portion of neonates who were immediately breastfed within 1 h of birth; who received clean cord care (ie, use of a clean instrument to cut the umbilical cord, a clean instrument to tie the cord, and had nothing put on their umbilical cord); and who were registered and received an official birth certificate. These outcomes were measured in all rounds of the survey. These outcomes were measured with established survey instruments that have been widely used in India and other low-income and middle-income countries. We
Figure 1: Study timeline
The intervention effect was estimated with outcome data for births the occurred between the dates indicated by the blue lines. The two feedback periods were those in which the report cards were delivered to groups. Birth outcomes relate to care at childbirth; antenatal care outcomes relate to antenatal care. did not anticipate the intervention to have adverse effects at cluster or participant level.
Statistical analysis
Sample size calculations were based on a 2 × 2 factorial design, to compare 90 clusters in which the report card was targeted at the community with 90 comparison clusters (ie, those in which the intervention was targeted at provider and control group clusters), and to also compare 90 clusters in which the report card was targeted at providers with 90 comparison clusters (ie, those in which the intervention was targeted at communities and control group clusters). Based on an observed prevalence of four or more antenatal care visits of 15% at baseline and an intraclass correlation coefficient (ICC) of 0·07, a sample size of 90 clusters per factorial arm with 25 women in each cluster was estimated to provide 80% power to detect a 5 percentage point increase in the incidence of four antenatal care visits at a 5% significance level. Data on outcomes were generated by women in the household survey recalling past events during their pregnancy and childbirth. For the primary analysis, we pooled data from the first and second follow-up survey rounds. We excluded some women interviewed in the first follow-up, who we term unexposed, because they were pregnant before the report cards were implemented. For the four outcomes related to antenatal care, women who gave birth before Feb 1, 2016 (ie, who were more than 5 months pregnant when the intervention was first implemented) were defined as unexposed, and they were therefore excluded from the analytical sample (figure 1). For the four outcomes related to care at childbirth, women who gave birth before Nov 1, 2015, were defined as unexposed, and they were therefore excluded from the analytical sample. We examined the sensitivity of the results to variations in the birth date cutoff that we used to define the exposed sample.
Our primary analysis was based on a factorial design, comparing 89 clusters where the report cards were targeted at providers with 89 clusters where the report cards were not targeted at providers, and 90 clusters where the report cards were targeted at the community with 88 clusters where the report cards were not targeted at the community. Data were analysed at the individual level by intention to treat. For each binary outcome, we show the proportion of women with the outcome in each (2 × 2) group and the difference between groups as an odds ratio [OR] and marginal effect. We used a multilevel mixed effects logistic model that allows for random effects at the cluster level. In the unadjusted estimates, we controlled for the stratification variables. In the adjusted estimates, we also incorporated the cluster-level outcome at baseline. With the same multilevel mixed effects model, we prespecified a treatment group analysis, to investigate any interaction between the interventions. Each treatment group was inserted into the model as a separate dummy variable, with the control group as the reference category. We made no adjustment for multiplicity of testing. All analyses were done with Stata (version 15).
Role of the funding source
The funder of the study had no role in study design, data collection, data analysis, data interpretation, or writing of the report. The corresponding author had full access to all the data in the study and had final responsibility for the decision to submit for publication.
Results
We ran our study in 178 clusters (villages or wards) in six districts of Uttar Pradesh, India. Between Jan 13, and Feb 5, 2015, we surveyed eligible women in the baseline survey. We then randomly assigned 44 clusters to the provider group, 45 clusters to the community group, 45 clusters to the provider and community group, and 44 clusters to the control group.
At baseline, we selected 3967 eligible women for interview, of whom 3561 (90%) women were surveyed (figure 2). We interviewed 3414 women (91% of 3739 women assessed) at the first follow-up (May 16-June 10, 2016) and 2530 women (90% of 2815 women assessed) in the second follow-up (June 18-July 18, 2017). The analytical sample for the outcomes related to antenatal care included 3133 women who gave birth between Feb 1, 2016, and July 18, 2017. The analytical sample for the outcomes related to care at childbirth included 3802 women who gave birth between Nov 1, 2015, and July 18, 2017. Report cards of collated survey data were provided to recipient groups in October, 2015, and in September, 2016.
The characteristics of women in the four treatment groups and in pairs of intervention groups at baseline are shown in table 1. Participants in the four groups were similar in age, caste, religion, and wealth. There were small differences in educational attainment and residence between groups. Across the groups, women also had similar maternal and neonatal health coverage indicators. For instance, at baseline, only 522 (15%) of 3518 women who were assessed attended four or more antenatal care visits and counselling on danger signs was poor (table 1) . Although more than two-thirds of women assessed at baseline gave birth in a health facility, only 2000 (57%) of 3519 neonates were immediately breastfed, 1360 (39%) neonates received clean cord care, and 830 (24%) neonates received their birth certificate. The characteristics of women remained balanced across the four treatment groups in subsequent survey rounds (appendix pp [8] [9] .
No clusters were lost to follow-up. All clusters received the assigned treatment, except for one village in Kannauj: this cluster was randomly assigned to the community group but, during the second feedback cycle, facilitators erroneously conducted one feedback meeting with a health provider.
A factorial analysis for the primary and secondary outcomes is shown in table 2. Report cards targeted at health providers did not have a significant effect on the proportion of women who had at least four antenatal care visits (OR 0·85, 95% CI 0·65-1·13; p=0·264). Similarly, report cards targeted at the community did not significantly affect the proportion of women receiving four antenatal care visits (0·86, 0·65-1·13; p=0·276). Notably, the proportion of women who received four antenatal care visits remained low after the inter ventions, with plenty of scope for improvement. Neither intervention had a significant effect on the secondary outcomes. There were no differences in the other outcomes, with most ORs close to 1·0.
The results of the treatment group analysis, which compared outcomes in each intervention with those in the control group, are shown in table 3. There was no evidence that either intervention, alone or in combination, had an effect on the primary outcome: we found no significant difference in the proportion of women Non-community (provider and control)
Characteristics
Mean age of mother (SD) who had at least four antenatal care visits between the control group and the group in which report cards were given to health providers only (OR 0·78, 95% CI 0·53-1·15; p=0·211), between the control group and the group in which report cards were only given to the community (0·78, 0·53-1·16; p=0·218), or between the control group and the group in which report cards were given to both health providers and the community (0·73, 0·50-1·08; p=0·117). None of the interventions had a significant effect on the secondary outcomes, except in the group in which report cards were targeted to both health providers and the community, which showed an increase in the proportion of women receiving a visit by an ASHA during pregnancy (1·89, 1·10-3·25; p=0·021). Our findings were not affected by sensitivity analyses in which we controlled for the outcome at baseline (appendix pp [10] [11] or alternative definitions of exposure to the intervention (appendix p 13). Use of data from the second follow-up survey round only showed very similar results to those of our primary analysis (appendix p 14).
The ICC values for the study outcome are shown in the appendix (p 16).
Discussion
Strategies to increase the participation and accountability of citizens in the provision of health services are increasingly popular approaches to address shortcomings in service provision in low-income and middle-income countries. Social accountability is a prominent part of the Indian Government's flagship National Health Mission, as laid out in its Community Action for Health programme. 14 In our study, we evaluated a similar social accountability approach, implemented by a local nongovernmental organisation by use of a cluster-randomised controlled trial, and we found that neither informing providers nor engaging community leaders with a report card on performance of maternal and neonatal health services prompted a significant improve ment in coverage of these health services along the continuum of care. Notably, this result was found in the context of rapidly increasing coverage of antenatal care.
Our study had several strengths. The study was a multigroup trial, whose design was motivated by a theory of change of how report cards might work-by leveraging providers' pro-social motivation or by increasing citizens' voice, community partici pation, and accountability-to improve coverage of maternal health services. The surveys showed a very high response and the study was reasonably well powered: although the proportion of women who had four or more antenatal care visits in the control group was twice as high as anticipated, the ICC for the primary outcome was lower than anticipated. Provider groups are the provider group plus the provider and community group, and community groups are the community group plus the provider and community group. Non-provider groups are community and control groups, and non-community groups are provider and control groups. ASHA=Accredited Social Health Activist. However, our study had several limitations. Measurement error linked to recall problems and women having to remember past events could have attenuated our estimates of effects. We only used two rounds of feedback, so the intervention might not have been delivered at the required intensity to generate an effect. It is possible that more frequent feedback to communities would have applied greater pressure for accountability and enabled more women to access the information in the report cards. Although we cannot rule out such a possibility, the results do not suggest an effect, which would be expected if a dose-response relationship of this nature existed. The intervention was delivered by a local non-governmental organisation, and the findings might not generalise well to an equivalent intervention delivered by the public sector. Our findings are consistent with several other studies on community participation and accountability in low-income and middle-income countries. Local monitoring did not improve attendance of health workers in clinics in Rajasthan, 21 nor did participation in community meetings reduce corruption in Indonesia. 22 There is evidence from Tanzania and Uganda that report cards, specifically, might not be an effective strategy to improve the quality of service provision. 23 The use of a collaborative approach that involved participants at district, facility, and community levels, supported by report cards that were generated with household and facility surveys, did not lead to an improvement in coverage and quality of maternal and neonatal health services. A combination of scorecards on learning scores and community meetings did not lead to improvements in teacher effort and learning outcomes in a randomised trial 24 in Uttar Pradesh.
There are a few studies on report cards that have found positive results. Provider scorecards delivered to schools and parents in Pakistan improved learning outcomes, encouraged private schools to reduce their school fees, and increased enrolment. 25 Similarly to our study, this intervention included only two rounds of feedback; however, the target recipients of the feedback sessions were parents of children, rather than the community as a whole. A randomised controlled trial 17 of report cards in the primary health sector of Uganda showed an increase in use of general outpatient services, antenatal care and family planning services and, most notably, a reduction in under-5 child mortality. Also of note, the participatory meetings involved the creation of action plans and community contracts outlining an agreement on roles and responsibilities for service improvement. Such action plans were then subject to regular monitoring by the community. However, a preliminary report 18 of a similar but larger trial in Uganda showed no effects on health or health care-seeking behaviours. Finally, a qualitative study 26 showed that maternal health report cards improved accountability and community partici pation in Ghana. The design of any social accountability intervention involves choices over the content of information and the delivery of that information, and variations along these dimensions are motivated by different theories of change. The report cards that we evaluated did not contain information on performance of individual providers. Such an intervention is quite different, since it seeks to improve quality of care by changing market dynamics and the health care-seeking choices of patients. Nor was the intervention designed primarily to deliver information to as many women of childbearing age as possible. In this respect, it is perhaps instructive to compare our findings with the large effect on immunisation reported in a 2018 trial 27 of home visits to educate mothers on the benefits of the combined diphtheriapertussis-tetanus vaccine that was done in the same setting. Community-based interventions, such as selfhelp women's groups and participatory women's groups, have also shown encouraging effects on health. 28, 29 Again, these interventions targeted women of childbearing age rather than community leaders, as did the successful intervention in Pakistani schools that delivered report cards directly to parents. 25 Finally, it is noteworthy that our report cards were delivered by non-medical staff, which could have affected how the feedback was received by the health providers.
The community group intervention that we evaluated was designed to engage local leaders and to make them more accountable to the public, such that they would devise strategies to improve the supply of and demand for services behind the indicators contained within the report cards. Based on extensive monitoring data (including the GPS coordinates of meetings, start and end time of each meeting, number and type of participants in attendance, responses of the meeting facilitators to a series of structured questions on participation, and qualitative reports from all facilitators), we believe the interventions were well implemented.
What then are the possible reasons for the failure of the intervention?
First, community members who participated in the meetings listed several strategies that they planned to undertake in the year after the intervention, to improve maternal and neonatal health in their community. However, most of these strategies were vague and lacked specificity. Some common responses included "I will give advice during visits [or community meetings]", "I will create awareness and talk to women", and "I will spread awareness and encourage women to access to services". Community leaders and other members neither initiated systematic monitoring of these strategies nor committed to specific tasks and deadlines. During feedback meetings, community leaders did not assign clear responsibilities to specific community members.
Second, the intervention did not provide communities with the tools and resources to undertake the activities that they deemed a priority. Community leaders showed interest in the information that was fed back to them and a desire to act, but they did not appear to have the means to turn this interest into action to improve health service coverage in their villages. This line of reasoning is consistent with the conclusion of a related study 24 in education, in which the authors argued that information alone might not be enough to mobilise communities unless it is accompanied by specific actions supported (with resources and instruments) by actors from outside the community. There is also evidence that information alone is not sufficient for health providers to improve practice. 30 Finally, the local leaders targeted by the intervention might have seen themselves as largely responsible for infrastructural developments, such as road construction, thereby giving low priority to maternal and child health issues. It is of note that most community leaders were male, which raises important questions around representation in village councils, as highlighted by a study 31 on political reservations in India that showed that women leaders invest more in public goods relevant to their own sex.
Our study contributes to the medical literature on social accountability and community-based monitoring in health care by demonstrating that a report card intervention, which is similar to the Indian Government's approach, was not successful in improving the coverage of maternal and neonatal health care in Uttar Pradesh. Our findings apply to the precise form of the intervention that we evaluated, but a possibility remains that an alternative design could be effective-our findings do not demonstrate the failure of information per se. Future research should seek to understand how the content of information and the delivery of the report cards affect the success of interventions. The process through which report cards are introduced, presented, and discussed, and who they are targeted at are likely to affect engagement in participatory meetings and the likelihood of improving desired outcomes. e1108
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